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ABSTRACT

The Effects of Gender and Behavior on Elementary Teachers'
Attributional Assumptions About Children with
Attention Deficit Hyperactivity Disorder

by

Lisa Rollins , Master of Science
Utah State University , 1999

Major Professor : Dr. Gretchen A. Gimpel
Department: Psychology

Questionnaires comprised of (a) a description of a child (either male or female) exhibiting
attention deficit hyperactivity disorder (ADHl)) behaviors (either predominately hyperactive/impulsive or
predominately inattentive) and (b) 13 questions about the description were completed by 562 regular
elementary education teachers in the state of Utah. The questions , which offered teachers a range of
responses on a 5-point Likert scale, were designed to assess the extent to which the gender and behaviors
of the child described affected the extent to which teachers were able to identify the child as being
representative of a child with ADHl) , teachers' attributional assumptions about the possible etiological
causes and beneficial treatments for the child's difficulties , and teachers' perceived abilities to help the
child. Results indicated that behaviors, but not the gender of the child described , significantly affected
teachers' abilities to recognize the child as being representative of someone with ADHl) and significantly
affected teachers' ratings of etiological causes for the child's difficulties. Neither behaviors nor gender
significantly affected teachers' ratings of treatments. Behaviors, but not gender , significantly affected
teachers' perceived abilities to help change the described child's actions, but did not significantly affect
teachers' perceived abilities to help the described child become a better student. There were no
significant interactions between behaviors and gender on any items . These results are discussed with an

iii
emphasis on the implications for school psychologists working with children with ADHI) and their
teachers within the context of the school system .
(81 pages)
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CHAPTER I
INTRODUCTION

Background

Beliefs about the etiology, appropriate diagnostic criteria, and effective treatment of attention
deficit hyperactivity disorder (ADHD) have changed dramaticall y over the past century. This change , the
direct result of researchers' difficulty in establishing fundamental information about ADHD , has resulted
in two adverse outcomes . First, professional and societal perceptions of ADHD have developed within an
environment of perpetual conflict and uncertainty regarding all aspects of this disorder . Second , although
the pursuit of knowledge about ADHD has produced a vast body of research-based literature , potentially
key elements of ADHD remain relatively unex'Plored .
One of the least researched and most elusive aspects of ADHD is its low prevalence rate in
females. According to the American Psychiatric Association (APA) , ADHD is one of the most common
childhood psychiatric disorders (Barrickman et al. , 1995; Faraone. Biederman , Keenan , & Tsuang , 1991)
with a prevalence rate between 3 to 5% of the school-age population (AP A, I 994 ). In clinical studies
with children , far more males than females present with ADHD with an incidence ratio typically ranging
from 3:1 to 10:1 (e.g. , Breen , 1989; Brown , Madan-Swain, & Baldwin , 1991; McGee & Feehan , 1991;
Prinz & Loney, 1974).
Historically , the low rate of ADHD in females has been attributed to the etiological assumption
that in order for a female to evidence a disorder that is predominantly a male neurodevelopmental
disorder , she must have a more serious form of the disorder (Chandola , Robling , Peters , MelvilleThomas, & McGuffin, 1992; De Fries, 1989; Erne, 1992; Gualtieri & Hicks , 1985; Kashani , Chapel ,
Ellis, & Shekim , 1979; Silverthorn , Frick , Kuper , & Ott , 1996). Research has since suggested that this
theory fails to sufficiently account for the discrepancy in the number of males and females with ADHD
(Faraone et al., 1995; Johnston, 1996; McGee & Feehan , 1991; Murphy & Barkley , 1996; Oosterlaan &
Sergeant , 1996; Silverthorn et al., 1996; Thomasgard , Metz , Edelbrock , & Shonkoff , 1995).

2

Within the past two decades , researchers have begun to investigate the possibility that a difference
in the behaviors exhibited by males and females with ADHD may be responsible for the difference in the
number of male and female referrals . Supporters of this explanation claim that there are fairly equal
numbers of males and females with ADHD, but that because of a lack of behavior management problems ,
females are referred only when they evidence extreme language and academic difficulties (Berry,
Shaywitz , & Shaywitz , 1985; Kashani et al., 1979; McGee & Feehan , 1991). This hypothesis proposes
that males exhibiting behavior management problems are readily recognized as having attention deficits
but that females with attention deficits are underrecognized due to a lack of behavior management
problems.
More males exhibiting primarily hyperactive and impulsive symptoms are diagnosed as having
ADHD than females exhibiting hyperactive and impulsive symptoms and both males and females
exhibiting inattentive symptoms alone (Barkley , 1996). Because teachers serve as the referral source for
a high percentage of all ADHD assessments (DuPaul & Stoner, 1994), it can be deduced that teachers
refer more males exhibiting hyperactive and impulsive symptoms than any other group of children
meeting the diagnostic criteria for ADHD.

Problem Statement

It is unclear whether the disproportionate number of male referrals exhibiting primarily

hyperactive and impulsive symptoms is a reflection of the actual distribution of ADHD symptomatology
among school-age children or whether it may be a function of teachers' general underrecognization of
females with ADHD and failure to identify both males and females who exhibit inattentive symptoms
with a lack of behavior management problems as having ADHD symptomatology. There have been no
studies investigating the extent to which the gender and behaviors of a child affect teachers' abilities to
recognize the child as being representative of the ADHD population. In addition , there have been no
studies on ADHD investigating possible differences in teachers' attributional assumptions (beliefs about
the source of a child's problem , the child's ability to control his or her problem, and the teacher's ability

3

to help the child with his or her problem) regarding students exhibiting hyperactive/impulsive symptoms
and students exhibiting inattentive symptoms across gender. The purpose of this study was to determine
the extent to which gender and behaviors of a child affect teachers' abilities to recognize a child as being
representative of someone with ADHI) and to detennine if teachers' attributional assumptions about
students exhibiting ADHI) symptomatology differ across primarily hyperactive/impulsive behavior and
primaril y inattentive behavior and across gender .
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CHAPTER II
REVIEW OF LITERATURE

Background

Although Still is the indi vidual credited with first identifying the cluster of symptoms now referred
to as attention deficit hyperactivity disorder (ADHD) , the Diagnostic and Statistical Manual of Mental
Disorders-Third Edition (QSM-III) was the first publication to (a) provide a detailed diagnostic definition
of the disorder ; (b) incorporate in its definition deficits in attention , impulsivity, and hyperactivit y; and
(c) differentiate children who exhibit hyperactivity from those who do not (Barkle y, DuPaul , &
McMurray , 1990; Frick & Lahey , 1991; Lahey & Carlson, 1991). The Diagnostic and Statistical Manual,
Third Edition . Revised (QSM-III-R) , published before sufficient empirical testing of the DSM-III
definition had occurred (Frick & Lahey , 1991) combined symptoms of inattention , impulsivity , and
hyperactivity into one diagnostic category . As a result , individuals exhibiting 8 or more of 14 listed
symptoms of inattention , impulsivity , and hyperactivity were classified into one general ADHD category
regardless of whether or not they exhibited hyperactivity (Frick & Lahey , 1991). The diagnostic criteria
for ADHD published in the Diagnostic and Statistical Manual, Founh Edition (QSM-IY) (American
Psychiatric Association , 1994) was the product of research supporting the DSM-III separation of

.

hyperactivity and inattention into independent factors . This current system allows children to be
classified as having ADHD predominantly inattentive type, ADHD predominantly hyperactive/impulsive
type, or ADHD combined type .
Three forms of research support a distinction between children who exhibit attention deficits with
hyperactivity and those who exhibit attention deficits without hyperactivity (Lahey & Carlson , 1991).
First , studies utilizing teacher and parent rating scales indicate the existence of inattentive and
hyperactive subtypes of the disorder. The results of these studies delineate hyperactivity and inattention
as two separate factors (Bauermeister , 1992; Bauermeister et al. , 1995; DuPaul , 1991; Lahey & Carlson ,
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1991; Pelham , Gnagy , Greenslade . & Milich, 1992; Prinz & Loney , 1974). Second , descriptions of
children serving as research participants suggest a distinction in behavior. Barkley et al.(1990) found
that children who exhibit attention deficits with hyperactivity are consistently described in the research
literature as being noisy , irresponsible , and messy and that children who exhibit attention deficits without
hyperactivity are generally described as being more confused and lost in thought. This suggests that
children with hyperactivity may have a problem with behavioral organization and disinhibition and that
children with attention deficits alone may operate at a slower cognitive speed and experience mental
preoccupation , two separate types of attention deficits (Barkley et al. , 1990). Third , clinic-based studies
support the existence of children who have attention deficits with and without hyperactivity. In other
words , families present at mental health clinics with children who exhibit symptoms of inattention but
not hyperactivity and vice versa (e.g ., Lahey , Schaughency , Hynd , Carlson , & Nieves , 1987; Stanford &
Hynd , 1994 ).

Current Diagnostic Criteria
ADHD is defined by the DSM-IV as being "a persistent pattern of inattention and/ or
hyperactivity-impulsivity that is more frequent and severe than is typically observed in individuals at a
comparable level of development" (AP A, 1994, p . 78). According to the DSM-IV, in order for an
individual to meet the criteria for ADHD, he or she must exhibit at least six or more of the following
symptoms of inattention for 6 months or longer "to a degree that is maladaptive and inconsistent with the
developmental level" (AP A, 1994, p. 83):

Inattention
(a) often fails to give close attention to details or makes careless mistakes in schoolwork ,
work, or other activities
(b) often has difficulty sustaining attention in tasks or play activities
(c) often does not seem to listen when spoken to directl y
(d) often does not follow through on instructions and fails to finish schoolwork ,
chores, or duties in the workplace (not due to oppositional behavior or failure to
understand directions)
(e) often has difficulty organizing tasks and activities
(f) often avoids , dislikes , or is reluctant to engage in tasks that require sustained mental effort
(such as schoolwork or homework)
(g) often loses things necessary for activities or tasks (e.g., toys, school assignments , pencils ,
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books or toys)
(h) is often easily distracted by ex1raneous stimuli
(i) is often forgetful in daily activities . (AP A, 1994, p . 84)
or he or she must exhibit at least six of the following symptoms of hyperactivity-impulsivity for six
months or longer "to a degree that is maladaptive and inconsistent with the developmental level" (APA,
1994, p . 84 ):

Hyperactivity
(a) often fidgets with hands or feet or squinns in seat
(b) often leaves seat in classroom or in other situations in which remaining seated is
expected
(c) of1en runs about or climbs excessively in situations in which it is inappropriate (in
adolescents or adults , may be limited to subjective feelings of restlessness)
(d) often has difficulty playing or engaging in leisure activities quietly
(e) is often "on the go" or often acts as if "driven by a motor"
(f) often talks excessively

Jmpulsivity
(g) often blurts out answers before questions have been completed
(h) often has difficulty awaiting turn
(i) often interrupts or intrudes on others (e.g., butts into conversations or games)
(APA , 1994, p. 84)
In addition , at least some of the symptoms must have been present before the age of 7, some of the
symptoms must be noticeable in at least two settings , the symptoms must cause impairment in "social ,
academic , or occupational functioning" (AP A, 1994, p . 84 ), and the symptoms cannot be better
categorized as another disorder.

Etiology
Much like the diagnostic criteria for identifying an individual with ADHD , etiological
explanations for this disorder have developed in a disjointed manner. Although research on the etiology
of ADHD has been conducted since 1902 (DuPaul , Guevremont , & Barkley , 1991), there is still no
indisputable etiological explanation for ADHD.
Etiological factors that have been explored as possible causes of ADHD fit into the categories of
neurological pathways , toxic reactions, genetic connections , and environmental factors (DuPaul et al. ,
1991). Early in the 20th century , children who exhibited symptoms of what is now labeled ADHD were
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believed to have suffered a prenatal , perinatal , or postnatal insult that resulted in brain damage ; therefore ,
they were labeled as having "minimal brain damage" or "minimal brain dysfunction." This theory has
since been abandoned because modem technology shows that less than 5% of children diagnosed with
ADHD have suffered any neurological damage . Neurological research on ADHD has since branched out
to investigate evidence that neurological abnonnalities that are commonl y found in children with the
disorder , such as low levels of blood flow in the frontal white matter of the brain and dysfunctional
neurotransmitters , may be directly associated with ADHD (Arnsten, Steere, & Hunt , 1996; DuPaul et al..
1991; Hynd, Hem , Voeller , & Marshall , 1991; Peterson , 1995; Riccio, Hynd , Cohen , & Gonzalez , 1993;
Swanson , McBamett , Christian, & Wigal , 1995).
During the 1970s, the idea that ADHD could be caused by toxic reactions was made popular by
Feingold , who came to the conclusion that ADHD symptoms were directly due to additives and refined
sugars in foods. Reviews of research by Conners and by Mattes and Gittelman (as cited in DuPaul et al.,
1991) have since suggested that less than 5% of children diagnosed with ADHD experience changes in
their behavior from a removal of artificial colorings and flavorings (including refined sugars) . Another
toxic agent that was temporarily investigated as a cause of ADHD is lead exposure; however, no
significant association has been found between exposure to lead and ADHD symptoms or diagnosis
(DuPaul et al., 1991; Kahn , Kelly, & Walker, 1995). While home and school environments have been
shown to play an important part in managing the behaviors of children who have ADHD, the suggestion
that environmental factors such as poor parenting skills and poor school instruction may actually cause
the disorder have been ruled out by most researchers (Aylward, 1992; DuPaul et al., 1991; Fletcher ,
Fischer , Barkley , & Smallish, 1996).
Researchers Anastopoulus and Barkley (as cited in DuPaul et al. , 1991, p. 121) have developed the
current idea that "it is perhaps best to view ADHD in a similar fashion to mental retardation , in that the
disorder represents a final common pathwa y of a number of etiological events." At this time , research is
focused primarily on the concept of a genetic connection or link as a variable for the development of
ADHD with an emphasis on variation in biological attributions and inheritance of symptomatology that is
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psychopathological in nature (Denckla , 1996; DuPaul et al. , 1991).

Gender Differences
Although ADHD has a prevalence rate of 3 to 5% of the school-age population (AP A, 1994),
making this disorder one of the most common childhood psychiatric disorders (Barrickman et al. , 1995;
Faraone et al. , 1991), only 1 of every 3 to 10 children diagnosed with ADHD is female (Breen , 1989;
Brown et al., 1991; McGee & Feehan , 1991; Prin z & Loney , 1974). Historicall y, researchers have
attributed the low rate of ADHD in females to one of two etiological models . Both models are based on
the assumption that in order for a female to evidence a disorder that is predominantl y a male
neurodevelopmental disorder , she is expected to have a more serious form of the disorder.
The polygenetic multiple-threshold (PMT) model suggests that ADHD develops out of a
combination of environmental and genetic factors . When these factors are combined together , they create
a certain degree of vulnerability for the individual. ADHD will only evidence itself if the vulnerability
created by the environmental and genetic factors of the individual passes a certain threshold . According
to the PMT model , females have a higher threshold than males and consequentl y need a higher level of
vulnerability in order to manifest the disorder. Following this model , females who meet the criteria for
ADHD must have a more severe form of the disorder because the disorder will only present in females
with an exceptionall y high number of environmental and genetic risk factors (De Fries , 1989; Eme , 1992;
Gualtieri & Hicks , 1985).
The constitutional variability (CV) model suggests that males inherently evidence a greater
amount of genetic variability and that as a result they manifest a greater range of variability in ADHD
symptomatology than females . In other words , more males are believed to evidence milder forms of
ADHD and females "show the disorder primarily as a consequence of some severe pathology such as
prenatal , perinatal , or postnatal trauma" (Silverthorn et al. , 1996, p. 53; Chandola et al. , 1992; Kashani
et al., 1979). Proponents of this model asserted that professionals are not failing to identify females with
ADHD; there are simply fewer females than males witl1 this disorder. Moreover, females may be more
easily identified than males because they typically exhibit more serious forms of the disorder (Berry et al. ,
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1985 ; Mannuzza & Gittelman , 1984 ).
Recent research has determined that neither of these models accurately accounts for the
discrepancy in the number of males and females with ADHD; however , there is some continuing support
for gender as a possible variable in genetic transmission . In a genetic study focused on gender, Faroane
et al. found a maternal ADHD effect much like that discovered by Pauls et al . and Kashani et al. (as cited
in Faroane et al .. 1995). These researchers claim that their findings suggest that relatives of females with
ADHD are at a greater risk for ADHD than relatives of males with ADHD . The majority of recent
research has focused on the difference in behaviors exhibited by males and females , the basis of
diagnostic criteria , and the typical referral and assessment process as possible variable s leadin g to the
differenc e in prevalence of ADI-ID between genders (Johnston , 1996; McGee & Feehan , 1991; Murph y &
Barkley , 1996; Oosterlaan & Sergeant , 1996; Silverthorn et al. , 1996; Thomasgard et al. , 1995) .
Unfortunately. even recent research has accomplished little in ascertaining concrete inforn1ation
on ADHD in females. Not onl y is there a limited amount of research conducted specifically on gender
differences in ADHD, but in the research that has been conducted on such important aspects as the
effectiveness of stimulant medication and behavior modification programs in treating ADHD , researchers
have either routinely left females out as a way to keep samples pure (e.g ., Barber , Milich , & Welsh . 1996;
Farmer & Peterson , 1995 ; Guevremont & Foster , 1993; Hinshaw , Simmel , & Heller , 1995; Melnick &
Hinshaw , 1996; O'Neil & Douglas , 1996; Schweitzer & Sulzer-Azaroff , 1995) , or researchers have
included a handful of available females but have failed to identify , separate , and account for the impact of
gender in their research (e.g. , Lahey et al. , 1987 ; O'Brien & Frick , 1996 ; Prinz & Loney , 1974 ; Stein ,
Szumowski, Blondis , & Roizen , 1995) .
The handful of research-based literature on ADHD and gender proposes that limited gender
differences exist between males and females with ADHD ; however , it is critical to note that all available
gender studies compare males and females evidencing hyperactive symptoms (Biederman et al ., 1994;
Breen , 1989; Brown et al ., 1991 ; James & Taylor , 1990 ; McDermott , 1996 ; McGee & Feehan , 1991;
Silverthorn et al. , 1996) . These studies fail to explore possible differences between females exhibiting
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inattention alone and comparison groups comprised of all other combinations of behavior and gender
defined by current ADHD diagnostic criteria (Biedennan et al. , 1994; Erne & Kavanaugh , 1995;
Nottelmann & Jensen, 1995). The largest body of research-based literature on gender differences in
individuals with ADHD is comprised of research examining the differences between genders in
associated problems and developmental outcome of the disorder .

Associated Problems
The majority of researchers agree that children with ADHD have significant cognitive deficits
when compared to their peers . In reviewing the literature , Barkle y (1996) determined that cognitive
deficits commonly found in children diagnosed with ADHD can be categorized as deficits in "motor
coordination and sequencing , working memory and mental computation , planning and anticipation ,
verbal fluency and confrontational communication , effort allocation , applying organizational strategies ,
the internalization of self-directed speech, adhering to restrictive instructions , and self-regulation of
emotional arousal" (p. 69) . Research is divided on whether or not females with ADHD have more
cognitive deficits than males with ADHD. Some researchers have found that clinic-referred females tend
to have more neurological problems , speech difficulties and/ or language delay, as well as greater general
intellectual deficits than males (Berry et al ., 1985; Faroane et al ., 1991; James & Taylor, 1990: Kashani
et al ., 1979; McGee & Feehan , 1991) and that males tend to improve in neurocognitive functioning but
that females tend to have less ability on neurocognitive tasks as they grow older (Brown et al., 1991;
James & Taylor , 1991). Other researchers have found that females with ADHD have no more cognitive
impairment than males with ADHD (Befera & Barkley, 1985; Biederman et al ., 1994; Breen , 1989;
McGee & Feehan, 1991). It is important to note that there is a high comorbidity between ADHD and
learning disorders, particularly learning disorders involving language such as written expression
(Barkley , 1996).
ADHD is found to be comorbid with a variety of other disorders , including mental retardation ,
conduct disorder , Tourette's syndrome, oppositional defiant disorder , anxiety disorders , mania , and
depression (Biederman et al ., 1994; Erne & Kavanaugh , 1995; Nottelmann & Jensen , 1995; Sandor ,
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1995: West et al., 1995). Biedennan (as cited in Nottelmann & Jensen , 1995) found that Conduct
Disorder occurs as a comorbid disorder in 30 to 50% of clinical cases of children with ADHD.
oppositional defiant disorder occurs as a comorbid disorder in approximately 35% of clinical cases of
children with ADHD , and mood disorders occur as comorbid in as many as 75% of all clinical cases of
children with ADHD ; however, it is important to note that some individuals have more than two
comorbid disorders and establishing that an individual's difficulties are due to comorbid disorders that
have similar diagnostic criteria rather than being due to a single disorder is difficult One current line of
thought concerning the high overlap between ADHD, conduct disorder and oppositional defiant disorder
is that they are essentially the same disorder at different points on a continuum. In other words , the high
level of comorbidity may be due to the fact that these three diagnostic categories could actually represent
different severities of the same disorder rather than being three distinct entities (Nottelmann & Jensen ,
1995).
An ex1ensive research study by Nottelmann and Jensen (1995) found that females in general are

one half as likely as males to have a diagnosable comorbid condition across virtually all disorder
categories . Externalizing disorders are more frequently diagnosed in males and internalizing disorders
are more frequently diagnosed in females (Erne & Kavanaugh , 1995: Nottelmann & Jensen , 1995).
Females are less likely to meet the criteria for both ADHD and mania than males are (West et al., 1995)
and females are less likely to meet the criteria for both ADHD and conduct disorder and/or antisocial
personality disorder than males are (Biederman et al., 1994; Erne & Kavanaugh , 1995). On the other
hand , females are more likely to have comorbid anxiety disorders , depression , and low self-esteem
(Biederman et al., 1994; Faroane et al., 1991). The differences found between genders in associated
problems logically lead to possible differences between genders in developmental outcome as well .

Developmental Outcome
According to Biederman et al. (1994 ), the persistence of ADHD into adulthood is evidenced by the
results of studies assessing clinically referred adults , family-genetic studies , psychopharmacological
studies , and longitudinal studies of children diagnosed with ADHD . The few available follow up studies
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indicate that from 30 to 50% of children with ADHD continue to exhibit symptoms of ADHD in
adulthood (Biederman et al., 1994 ). In a 4-year follow-up study of children with ADHD and a control
group. the children with ADHD had significantly more academic problems than the control group: 51%
required tutoring , 34% had repeated a grade , 15% had been placed in special classes and 16% had a
learning disability at the 4 year follow-up.

A significant number of children with ADHD had developed

a variety of comorbid disorders (i.e. , conduct disorder , mood disorders) while only a few children in tl1e
control group met criteria for disorders and these were limited to oppositional defiant disorder and
substance abuse disorder (Biederman et al. , 1996). Research suggests that excessive motor activity may
decline over time while inattention appears to remain stable (Biedem1an et al. , 1994; Brown et al. , 1991;
McGee & Feehan, 1991; Barkley . 1996). Unfortunately, a decline in hyperactivity does not appear to
indicate a decline in comorbid disorders and difficulties in general. Klein and Mannuzza (1991)
conducted a review of the literature and found that adults who had been assessed as being hyperactive as
children had higher rates of conduct disorder or antisocial personality disorder (27% vs. 8%) , and more
drug abuse disorders (16% vs. 3%) than the general population .
There is little information regarding gender in developmental outcomes of children with ADHD .
There is some evidence that behavior in males and females exhibiting hyperactive symptoms of ADHD is
similar during the preschool ages but that children with ADHD later exhibit differences dependent on
gender (Battle & Lacey, 1972; Fuhrman & Kendall , 1986; Hom , Wagner , & Ialongo , 1989). For
example, in a follow-up study of preschool hyperactive children conducted by McGee et al. (as cited by
McGee & Feehan , 1991), females and males showed equal cognitive deficits (determined by the results of
IQ and achievement measures) and inattention (determined by teacher ratings) during early childhood .
Twelve years later , males with ADHD exhibited greater cognitive deficits and inattention than females
with ADHD , but the difference in cognitive deficits and inattention between males with ADHD and males
without ADHD was equivalent to the difference between females with ADHD and females without
ADHD .
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Additional research suggests that adult groups of females and males with ADHD may have
essentiall y the same personality characteristics , the same percentage of comorbid psychopathology , and
the same basic emotional functioning and response to stimulants , but that females are more likely to
exhibit cognitive deficits , anxiety disorders , depression , and low self-esteem and are less likely to exhibit
severe behavioral disorders and conduct disorder than males are (Biederman et al., 1994, 1995; Faroane
et al., 1991; Hart , Lahey, Loeber, Applegate. & Frick, 1995; Schaughency , McGee, Nada Raja, Feehan , &
Silva, 1994).

Treatment

Effective Treatment
Because ADHD is perceived as a chronic disorder , effective treatment is typically individualized ,
intensive, and length y, and occurs in multiple environments (Frazier & Merrell , 1997). Parent training ,
stimulant medication , and classroom-based interventions are supported by research as being the three
most effective treatments for children with ADHD (DuPaul et al., 1991; Frazier & Merrell , 1997);
however, inherent limitations in the use of any of these three treatments in isolation has led researchers
and clinicians to support multimodal treatment for children with ADHD. There is evidence that by using
parent training and classroom-based interventions, many children exhibiting moderate to severe
behaviors associated with ADHD may be able to function in a normal range of behaviors on lower doses
of stimulant medication , subsequently experiencing fewer unwanted side effects, and that children
exhibiting mild to moderate behaviors associated with ADHD may be able to function in a normal range
of behaviors without stimulant medication (Abramowitz , Eckstrand, O'Leary, & Dulcan , 1992; DuPaul &
Barkley , 1993; Hoza, Pelham , Sams, & Carlson , 1992; Johnson , Handen , Lubetsky, & Sacco, 1994;
Pelham et al., 1993).

Stimulant Medication
Stimulant medication, the psychopharmacological treatment of choice for ADHD, has been in use
for over 55 years with children exhibiting symptoms of inattention, impulsivity , and hyperactivity
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(Swanson et al., 1995). While at an international level stimulant medication is used in a range of0 .2% to
I 00% of diagnosed ADHI) cases, it is estimated that in the United States, between 60% and 90% of
children diagnosed with ADHI) are being treated with stimulant medication (Simeon , Wiggins, &
Williams , 1995: Swanson et al., 1995). Methylphenidate (more commonly known by the trade name
Ritalin) is the most universally used stimulant to treat ADHI). It is believed to benefit between 41 and
80% of children who have been diagnosed with ADHI) (Barkley , 1989; Buitelaar , Rutger , SwaabBarneveld , & Kimper , 1995; Searight , Nahlik , & Campbell , 1995). The stimulants Pemoline (trade
name , Cylert) and D-amphetamine (trade name , Dexedrine) are two other stimulants frequently prescribed
for treating ADHI) (Pelham et al., 1993; Swanson et al., 1995). Researchers estimate that approximately
20% of children who do not respond to one stimulant medication will benefit from a different one
(Searight et al., 1995; Swanson et al. , 1995).
Stimulant medications are administered orally, absorbed by the gastrointestinal system, carried by
the blood to the brain, and are consumed by the body in less than 24 hours if the supply is not replenished
(DuPaul & Stoner , 1994). While stimulant effectiveness varies greatly depending on the individual and
the stimulant , stimulant medications typically take 30 minutes to 2 hours after ingestion to produce
changes in behavior , reach a peak level of effectiveness within 1.5 to 5 hours , and become completely
ineffective after 6 to 8 hours . Pemoline and sustained release forms of Methylphenidate and DAmphetamine take more time to enter the blood stream and are effective for longer periods of time
(DuPaul & Stoner , 1994; Swanson et al., 1995).
Extensive research has shown stimulant medication to benefit children in a variety of domains ,
many of which are directly related to successful functioning in the school environment. Stimulant
medication often increases behavioral control and subsequently decreases disruptive behaviors comprising
the diagnostic criteria of ADHI) in the areas of inattention , impulsivity , and hyperactivity (Swanson et al.,
1995). Some studies have found stimulant medication to improve academic performance and social
relationships; however , if these enhancements exist , they appear to be directly dependent on the increase
in attention and decrease of disruptive behavior resulting from the medication rather than being

15

independent benefits (DuPaul et al ., 1991; DuPaul & Stoner , 1994; Swanson , Cantwell , Lerner ,
McBurnett , & Hanna , 1991; Swanson et. al. , 1995).
Although stimulant medications are relatively safe, side effects can occur. Common side effects
include a decrease in appetite and insomnia . Other frequent side effects include somatic symptoms such as
headaches . stomach aches , and general irritability . Rare side effects include stunting of growth , raised
blood pressure , and motor and vocal tics. Researchers continue to debate the exact percentage of children
tolerating side effects of stimulants , but there is little controversy that the high efficacy of stimulant
medications in the treatment of children with ADHD outweighs potential side effects in the majority of
cases (DuPaul et al., 1991; DuPaul & Stoner, 1994; Pelham et al., 1993; Swanson et al., 1995; Whalen &
Henker , 1991) .
Unfortunately , only limited research has been conducted on possible gender differences in response
to treatment of ADHD with stimulant medication (Barkley, 1989; Barkley, Anastopoulos , Guevremont , &
Fletcher, 1991; Befera & Barkle y, 1985). Pelham et al. (as cited by McGee & Feehan. 1991) found no
difference in tl1e effects of stimulant medication across gender in the areas of behavioral control and
attention , cognitive and academic performance , and social relationships . McGee and Feehan (1991)
stated that the available evidence suggests that there is no qualitative or quantitati ve difference in the way
that males and females respond to stimulant medication . Interestingl y, Faroane et al. (1991) found that
females are less likely to be treated with stimulant medication than males . It is possible that stimulant
medication is prescribed more frequentl y for children exhibiting hyperactive behavior than for children
exhibiting predominantly inattentive behavior. If females are more likely to exhibit predominantly
inattentive behavior or are more likely to exhibit hyperactive behavior that is less severe than that
typically found in males, professionals and parents may be less likely to believe that stimulant medication
is necessary for treatment.

Parent Training
Parent training , which typically includes education about ADHD and direct instruction in
managing a child's behavior through the use of special skills , has been shown to be effective in decreasing
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a child's disruptive behaviors and increasing compliance in the home environment (Anastopoulos ,
Shelton, DuPaul , & Guevremont , 1993; DuPaul et al.. 1991). In addition, because the relationship
between parent and child is reciprocal in nature , improved interaction between parent and child resulting
from parent training may increase parents' feelings of self-efficacy and increase the overall quality of the
parent-child relationship (Danforth , Barkley, & Stokes, 1991; Estrada & Pinsof, 1995; Frazier & Merrell ,
1997; Newby, Fischer , & Roman , 1991).
Some professionals suggest that parent training should be a part of virtually all treatment packages
for children with ADHD (e.g., Newby et al., 1991; Waldrop, 1994); others suggest using specific criteria
in determining whether or not parent training will be beneficial for a family with a child who has ADHD.
Factors such as the age of the child , comorbid disorders. severity of ADHD behaviors , the use of stimulant
medication , and educational level of the parents may influence the effectiveness of parent training in
treating ADHD (Anastopoulos , DuPaul , & Barkley, 1991; Blackman , Westervelt. Stevenson, & Welch,
1991; Pisterman et al., 1992; Sheridan , Dee, Morgan , McCormick, & Walker , 1996). Although parent
training programs differ in philosophy , method , and effectiveness (DuPaul et al., 1991), successful
programs are generally the product of detailed assessments , are guided by a specific plan , and include both
reinforcement and punishment components (Frazier & Merrell , 1997; Newby et al., 1991).
DuPaul et al.(1991) emphasized that parent training is an attempt to teach parents how to deal with
rather than cure their child with ADHD. They have suggested that those implementing parent training
need to instruct parents in how to control the behavior of their child with ADHD by using immediate
consequences , consistency (across time, settings , and caregivers) , and more reinforcement than is typically
used with a child of the same chronological age . These researchers, who are also clinicians , suggested a
nine-session format (with each session being 1 to 2 hours in length) for conducting parent training . In
sessions one and two the clinician educates parents about ADHD and how parents and children influence
each other . In sessions three and four, parents are taught to pay close attention to the behavior of their
child and to attend to appropriate behavior. In sessions five, six, and seven, the clinician helps the parents
establish a home token system and then teaches them to implement response cost and time out effectively.
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In sessions eight and nine parents are taught specific techniques for managing misbehavior in public and
are trained in how to anticipate future misbehavior.
There are currently no studies examining the effects of the gender of the child on the effectiveness
of parent training or home-based interventions. The lack of research in this area may suggest that males
and females respond equally well to behavioral interventions implemented through parent training .

Classroom-Based Interventions
While parent training often leads to significant improvement in the home environment , little
change is observed in the child's school setting . For this reason , classroom-based interventions are often
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necessary (DuPaul et al., 1991). Cognitive-behavioral and behavioral interventions are the two types of
treatment used most often by professionals in the schools. There is a high level of debate over whether or
not cognitive-behavioral treatments , such as anger management and reinforced self-evaluation , are
effective in treating ADHD (Bloomquist , August , & Ostrander , 1991; DuPaul et al. , 1991; Frazier &
Merrell , 1997; Maag & Reid, 1994). In a comprehensive review of cognitive-behavioral treatment
studies, Abikoff (1991) asserted that research with children who have ADHD has not shown cognitivebehavioral treatment to be effective in altering cognitive functioning (decreasing impulsivity in
responding to cognitive tasks through the use of problem solving) , academic performance , or general
behavioral impulsivity . Research completed on cognitive-behavioral treatment since Abikoff's review has
generally supported his findings (Ajibola & Clement , 1995; Kendall & Panichelli-Mindel , 1995).
Research has evidenced that behavioral interventions can be highly effective in the classroom
environment with children who have ADHD (DuPaul et al., 1991). According to Pelham (as cited in
Frazier & Merrell , 1997), variables influencing the effectiveness of behavioral interventions include:
feedback, training, peer involvement , characteristics of the environment , nature of punishment
contingencies, follow-up , additional interventions , compliance , and severity of the child's problems.
DuPaul and Stoner ( 1994) suggested that careful assessment of the child and his or her classroom
environment and frequent measures of the integrity of the program , most often through behavioral
observations , are critical components of effective classroom based behavioral treatment for children with
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ADHD . In general , contingent reinforcement of target behaviors , response cost treatments , time out, and

the use of token economies work well in the classroom for children with ADHD (Cocciarella , Wood, &
Low, 1995; DuPaul et al., 1991; DuPaul & Stoner, 1994; Gordon , Thomason , Cooper, & Ivers, 1991;
Houlihan & Van Houten , 1989; Wherry et al. , 1993).
According to Dupaul et al. (1991 ), there are five general guidelines for managing the behavior of
children with ADHD in the classroom . First , consistent , frequent. and specific feedback is needed.
Second, both positive and negative consequences are usually necessary to maintain behavior. Third ,
assignments should be broken down into smaller tasks by the teacher and the child should be asked to
repeat instructions that he or she has been given to assure attention and understanding. Fourth ,
behavioral products (e.g., completion and accuracy) rather than actual behaviors (e.g., on or off task)
should be the criterion used to detennine success. Fifth, activities , which are often more negotiable and
effective than tangible rewards , should be used as reinforcers and should be rotated frequently to keep the
child's interest.
Several types of behavioral interventions have proved highly effective in helping to control the
behaviors of children with ADHD in the classroom. Token reinforcement programs are a commonly used
form of response cost in which the child gains or loses tokens based on behaviors and behavioral products
and can trade tokens in for preferred activities or privileges at school and possibly at home as well. Also
used are contingency contracts , agreements (often written), between the child and teacher that if a child
behaves in a certain way and/or completes a certain number of products at a specified rate of accuracy he
or she will receive privileges. Often , these contracts serve as a response cost as well by stipulating that if
the child does not follow the agreed upon contract , he or she will lose additional privileges. In addition ,
time out from positive reinforcement is frequently used to control such behaviors as noncompliance and
aggression. These programs are often used successfully in the classroom with children who have ADHD
to increase wanted behaviors and to decrease unwanted behaviors (Cocciarella et al., 1995; DuPaul et al.,
1991; DuPaul & Stoner , 1994). There are currently no studies examining the effects of the gender of the
child on the effectiveness of classroom-based interventions.
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Teachers. Attributional Assumptions , and ADI-ID

Teachers are a vital link between parents and professionals in the referral , assessment , and
treaunent of children with ADI-ID. Because teachers spend significant amounts of time with children in
the very setting that children with ADI-IDstruggle most, teachers occupy a prime position for recognizing
children who show ADI-ID symptomatology (Bauermeister , 1992; Bauermeister et al., 1995; DuPaul ,
1991; Pelham et al. , 1992). Teachers serve as the referral source for a high percentage of all ADI-ID
assessments , they frequently complete behavior rating scales on children during the assessment process ,
and classroom-based interventions can seldom be implemented and sustained without their assistance
(DuPaul & Stoner . 1994).

Teachers' Knowledge About ADI-ID
Unfortunately , surveys and studies conducted to assess teachers' knowledge of ADI-ID have found
that teachers as a group lack accurate knowledge about the etiology, symptoms , and effective treaunents
of ADI-ID (Bauermeister et al. , 1995; Kasten , Coury, & Heron , 1992; Malyn , 1993; Power, Hess, &
Bennett , 1995; Reid, Vasa , Magg , & Wright , 1994 ). For example , Kasten et al. (1992) conducted a
survey of teachers' knowledge about the use of stimulants for ADI-ID. These researchers found that 90%
of regular education teachers had worked with students taking stimulant medication ; 51% of them stated
that parents had asked them for advice on whether a child should be given stimulant medication; and 70%
of them believed that teachers should be responsible for reporting stimulant side effects to parents or
physicians.

Yet when tl1ese teachers were presented with a list of possible side effects of stimulant

medication, over 50% of them indicated that they did not know what physical and behavioral side effects
stimulant medication might produce and the majority of the remaining 50% significantly underselected
accurate side effects and overselected inaccurate side effects of stimulant medication.
In another survey, Malyn (1993) found that 40% of regular education teachers inaccurately
endorsed family and marital discord as a cause of ADI-ID; 29% of regular education teachers said that tl1ey
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would counsel parents to try a change in diet as a treatment for ADI-ID; and only 34% of regular education
teachers said that they would "advise" parents to use stimulant medication in treating ADI-ID. The results
of these surveys may reflect not only the rapid metamorphosis diagnostic criteria for ADI-IDhas
undertaken in the past decade, but also the serious misconceptions among teachers regarding the etiology
and appropriate treatment of ADI-ID. Moreover , these results suggest that parents are utilizing teachers as
a resource for information about ADI-IDto a degree that is not appropriate , particularl y considering
teachers' lack of accurate information about the disorder .

Attributional Assumptions
A teacher's beliefs about the source and stability of a child's behavior in the classroom can
significantly affect his or her interactions with the child and subsequently affect the child's academic
performance and behaviors (Harris & Rosentl1al, 1985; Jussim , 1986, 1989 ; Luce & Hoge, 1978; Miller &
Turnbull , 1986 ; Parsons , Kaczala , & Meece, 1982; Rodriguez & Tollefson , 1987 ; Tollefson & Chen,
1988)

Heider (as cited in Myers, 1993), the developer of the attribution theory, suggested that

individuals explain others' behaviors as being due to internal or external causes . Rotter (as cited in Myers,
1993) asserted that individuals also perceive their behavior and others' behavior to be stable or unstable

Through his research , Anderson (as cited in Myers, 1993) determined that when interacting with others ,
people make assumptions about the cause and stability of an individual's behavior by considering whether
the person usually behaves in a similar way in a similar situation , whether the person behaves differently
in different situations , and whether others behave similarly in the same type of situation . It is often
assumed that an individual who frequently behaves in a certain way regardless of the situation and
behaves differently than others usually behave does so because it is a part of his or her disposition rather
than being due to his or her situation. Unfortunately , attributional assumptions are often incorrect and the
result can be a significant misunderstanding of the source and the stability of an individual's behavior
(Myers, 1993).
Researchers have found that the behaviors and gender of an individual affect others' perceptions of
that individual in certain ways. In studies conducted by Tollefson and Chen (1988) and Rodriguez and

21
Tollefson ( 1987), the authors found a direct connection between teachers' attributional assumptions about
the stability of a child's behavior and ability and their expectanc y of that student's success. When teachers
attributed a child's low achievement as due to low ability (an uncontrollable factor) , they expected the
child to repeatedly fail but when they attributed a child's low achievement to low effort (a controllable
factor) , they expected that tl1e child was capable of repeatedly succeeding. Both studies found teachers
more willing to help students described as exhibiting low effort over those described as exhibiting low
ability .
Studies conducted to assess teachers' beliefs about children's behaviors and achievement which
have included gender as a variable have shown gender to be a significant factor in teachers' attitudes and
behaviors toward a child and the child's interaction with his or her teacher (Badini & Rosenthal , 1989;
Bennett , Gottesman , Rock, & Cerullo , 1993; Goodenow, 1993; Page & Rosenthal , 1990; Parsons et al ,
1982; Smith, 1988) For example, results of a study conducted by Bennett et al. ( 1993), which controlled
for academic skill and gender , confirmed the researchers' hypothesized path model that teachers' ratings
of their students' behavior comprised a significant component of their academic judgments . Thus ,
students who were rated as having poor behavior were rated as having less academic ability than their
peers who were rated as having good behavior , regardless of their actual academic ability. In addition ,
teachers tended to rate boys' academic skills as being lower than girls' academic skills in the first and
second grades . In general, Bennett et al. (1993) found that elementary boys are not only consistently
viewed by teachers as exhibiting poorer behavior than girls , but that boys may also be perceived by
teachers as less academically skilled than girls. If this is true , the poorer a child's behavior (particularly if
the child is a male) , the worse a teacher may perceive the child's academic skill and the more the child's
teacher may believe that the child needs additional help . A teacher may believe that a child (particularly a
male) with severe behavior problems is functioning academically at a lower level than a child (particularly
a female) with less severe behavior problems and that only the child with the more severe behavior
problems is in need of additional help .
Boggiano , Main, and Katz (1991) have suggested that interactions between teachers and students
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typically fit an expectancy confirmation model. This model is constructed from the idea that females are
frequently positively reinforced by their teachers when they interact in ways that fit the dependent
stereotypical female role and that males are frequently positively reinforced by their teachers when they
interact in ways that fit the independent stereotypical male role. Based on their research , the authors
asserted that although teachers prefer supportive strategies overall for dealing with children in their
classrooms , they prefer controlling or coercive strategies over supportive strategies for dealing with
children who do not conform to these roles, such as females who exhibit independent behaviors and males
who exhibit dependent behaviors (Boggiano & Barrett , 1991, 1992; Boggiano et al., 1991).

Teachers' Perceptions of Children With ADHI)
Researchers have suggested that gender and behavior directly affect teachers' perceptions of
children with ADHI) (Berry et al ., 1985; de Haas , 1986; James & Taylor, 1990). In a review of ADHI)
gender studies , McGee and Feehan (1991) asserted that behaviors displayed by females with ADHI) do
not typically draw the same attention from teachers that behaviors displayed by males with ADHI) draw
due to a qualitative difference between genders in tl1e behaviors exhibited . McGee and Feehan believe
that negative interactions with peers and aggressive-defiant interactions witl1 the teacher may occur more
often in males than females in general and that these negative behaviors tend to be displayed even more
often among males with ADHI) than within a normal population of males .
Findings from diagnostic and prevalence studies based on rating scales, which are frequently used
in assessing ADHI) , show mixed results in determining whether or not teachers perceive males and
females with ADHI) differently . Some studies have found data from teacher rating scales to be
commensurate with established prevalence rates and supposed gender differences (Bauermeister , 1992;
DuPaul , 1991). Other reviews of studies on rating scales have found that teachers tend to rate items such
as "poor concentration ," "restlessness ," and "fidgetiness" far more often for males than for females (Breen

& Altepeter , 1990; McGee & Feehan , 1991; Reid & Magg, 1994) and that differences between genders in
teachers' ratings become more prominent on items measuring hyperactivity and impulsive behavior than
on items measuring inattention (Breen, 1989). These differences between genders in teachers' ratings
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were not found in parents' ratings.

While it is important to keep in mind that the amount of source

variance between teachers and parents completing behavior rating scales is typically significant , parents
and teachers have different relationships with the child being rated and observe the child in different
environments (Merrell , 1994).
In an innovative study, Cornet-Ruiz and Hendricks (1993) used a combination of videotapes of a
third-grade boy (demonstrating either ADHD behaviors or normal behaviors) and a brief essay (the same
sample was given to all participants) that was typical of a 9-year-old child. Children and teachers were
either told that the child had ADHD (with specific information about the disorder) or were not told that
the child had ADHD. Participants were then shown a video clip (either normal or ADIB)) and were given
a copy of the portrayed child's essay. Steps were taken to make the video clips equivalent in every way but
the child's behaviors , and precautions were taken to make the ADIB) behaviors fit diagnostic criteria
without appearing extreme . Teachers and peers then completed a three-part questionnaire. The first part
was named the "First Impressions Rating Scale" and focused on how the portrayed child would get along
day-to-day with peers and teachers (i.e., whether the child would complete schoolwork , whether the child
would get along with his or her peers). Part two was named "Prediction Scales," which asked teachers
and peers to rate how well the child would do in the Jong term (i.e., employment , college, etc.). The third
part , "Essay Rating Scales," asked the teachers and peers to rate the essay supposedly written by the
videotaped child. Results indicated that although the ADIB) label had no effect, peers rated the child
exhibiting ADIB) behaviors more negatively on all three parts of the questionnaire and teachers rated the
child more negatively on the first two parts of the questionnaire ("First Impressions" and "Prediction").
These results suggest that although peers and teachers may not be affected by the ADIB) label (although it
is possible that the behaviors were more salient than the label), both teachers and peers are significantly
impacted by concrete ADIB) behaviors . It is interesting that the teachers were not significantly affected
by the ADHI) label or behaviors in their grading of the essay. The authors suggested that perhaps this is
due to teachers having a somewhat objective procedure for grading this type of work. It is possible that if
the authors had included some type of academic rating scale such as the study by Bennett et al. (1993)

24

discussed previously , there may have been differences between the child's actual score and teachers'
perceptions of his ability.
Regarding interventions , Cornett-Rui z and Hendricks (1993) found that , in general , teachers are
reluctant to implement classroom interventions unless they perceive the child to have a serious disruptive
problem . Reid et al. ( 1994) found that regular education teachers perceive extreme barriers in working
with children who have ADHD. A lack of training , time to administer specialized interventions , class
size, and the severity of the students' problems were the top four difficulties selected by the elementary
teachers in the study. Power et al. ( 1995) conducted a survey designed to assess teachers' perceptions of
classroom interventions commonly suggested for ADHD. Teachers completed an Attention-Deficit
Hyperactivity Disorder Knowledge Scale and then read a vignette of a child with ADHD. Teachers were
informed that the described child had been diagnosed as having ADHD. Teachers were then asked to read
vignettes of descriptions of three school-based interventions for ADHD : (a) a daily report with schoolbased consequences , (b) response cost with school-based consequences , and (c) stimulant medication .
Teachers were then asked to rate the interventions on a 10-item acceptability scale. A daily report was
rated as being significantl y more acceptable than a response cost intervention among elementary school
teachers and stimulant medication . Middle school teachers also rated a daily report as being significantl y
more acceptable than a response cost intervention and stimulant medication .
The number of studies conducted on the interaction of gender and behavior between children and
their teachers is limited . There are currently no studies examining the ex1ent to which gender and
behavior affect teachers' perceptions of children exhibiting symptomatology representative of ADHD.
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CHAPTER III
PURPOSE AND OBJECTIVES

The purpose of this study was to determine the extent to which gender and behaviors of a child
exhibiting attention deficit hyperactivity disorder (ADHD) symptomatology affected regular education
teachers' abilities to recognize a child as being representative of someone with ADHD and to determine
the exient to which regular education teachers' attributional assumptions (beliefs about the source of a
child 's problem , the child's ability to control his or her problem , and the teacher's ability to help the child
with his or her problem) regarding students exhibiting ADHD symptomatology differed across primarily
hyperactive/impulsive behavior and primarily inattentive behavior and across gender.
Based on Heider , Rotter , and Anderson's theories of attributional assumption (Myers, 1993), past
research on the effects of a child's behavior and gender on teacher-student interaction and expectanc y (i.e.,
Badini & Rosenthal , 1989; Goodenow, 1993; Page & Rosenthal , 1990; Parsons et al. , 1982, 1984; Smith ,
1988), and research based on the expectancy confirmation model (Boggiano & Barrett , 1991, 1992;
Boggiano et al. , 1991), it was hypothesized that the gender and behaviors of a child would affect regular
education teachers' attributional assumptions about the child in specific ways. The specific objectives and
hypotheses are outlined below.
This study had three objectives. The first objective was to determine the extent to which gender
and behaviors of a child affect the extent to which regular education teachers are able to recognize a
child's behaviors as being representative of ADHD. It was hypothesized that regular education teachers
would recognize a male described as exhibiting primarily hyperactive/impulsive behaviors as being
representative of ADHD to a greater extent than any other description. In addition , it was hypothesized
that a female described as exhibiting primarily inattentive behaviors would be recognized as being
representative of ADHD to a lesser extent than any other description and would be recognized as being
representative of a child who is a slow learner or a child who is depressed to a greater extent than any
other description .
The second objective was to determine the extent to which regular education teachers' beliefs about
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etiology and treatment of a child with ADHI) symptomatology differ across primarily hyperactive/
impulsive behaviors and primarily inattentive behaviors and across gender. It was hypothesized that
regular education teachers would select a biological cause as the etiological source of the child's
difficulties and medication as beneficial in treating the child's difficulties to a greater extent for a child
described as exhibiting primarily hyperactive/impulsive behaviors than for a child described as exhibiting
primaril y inattentive behaviors. Although not enough research-based information existed to make specific
hypotheses regarding the overall effects of gender and behavior on regular education teachers'
attributional assumptions about etiological sources and appropriate treatments for children exhibiting
differing ADHI) symptomatology , it was hypothesized that the behaviors and gender of the child would
affect the extent to which teachers endorse the given etiological sources and treatments .
The third objective was to determine the extent to which regular education teachers' beliefs about
their ability to help a child with ADHI) symptomatology differ across primarily hyperactive/impulsive
behaviors and primarily inattentive behaviors and across gender. It was hypothesized that regular
education teachers would agree that they could help a child exhibiting primarily inattentive behaviors to
become a better student and to change his or her actions in the classroom to a greater extent than a child
exhibiting primaril y hyperactive/impulsive behaviors. This hypothesis was based on the idea that regular
education teachers would tend to perceive the difficulties of a child described as exhibiting primarily
hyperactive/impulsive behaviors as being due to internal , stable causes and would tend to perceive the
difficulties of a child described as exhibiting primarily inattentive behaviors as being due to external ,
unstable causes. Although not enough research-based information exists to make a specific hypothesis
regarding the effect of gender on regular education teachers' attributional assumptions regarding their
abilities to help children exhibiting hyperactive/impulsive or inattentive behaviors to become better
students or to change the way that he or she act in the classroom , it was hypothesized that the gender of
the child would affect the extent to which teachers believed that they are able to help children exhibiting
these behaviors .
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CHAPTER IV
METHODS

Participants

The subjects for this study were 562 regular education teachers residing in Utah. Regular
education teachers were selected as subjects because they are the professional group whom research has
shown to be least knowledgeable about ADHD and yet most involved with children and their parents
(DuPaul & Stoner , 1994; Kasten et al., Coury 1992; Malyn , 1993). Elementary teachers were targeted
because early and middle childhood is the time period when ADHD is most often diagnosed and
elementary teachers have the opportunity to provide effective interventions and to significantly affect the
quality of education a child receives.
Respondents were 489 females (87%) and 73 males (13%). The majority of respondents (55.1%)
taught early elementary school (kindergarten through tl"Lirdgrade), 38.1 % of the respondents taught upper
elementary school (fourth through sixth grades) , and 6.8% of respondents taught mixed grades (a class
made up of more than one grade). The majority of respondents reported their highest level of education to
be a bachelor's degree(!}= 437, 77.8%) ; a portion reported that they had achieved a master's degree(!}
=120 , 21.4%); and a small number reported having earned a doctorate(!}= 5, 0.9%). Teachers' mean
number of years during which they had held their highest degree was 15 with a mode range of 0-5
(24.2%). Teachers' mean number of teaching years was approximately 14 with a mode range of 11 to 15
years (24.4%). See Table 1.

Instrument

The survey instrument was a questionnaire consisting of two parts. The first part included five
questions about the subject's gender, teaching experience, and education . The second part contained a
description of a child exhibiting ADHD behaviors and 13 questions about the child. There were four child
descriptions but each questionnaire contained only one description . The four possible descriptions
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Table I
DemograQhic Characteristics of ResQondents
Characteristic

Category

Number

Percentage

73
489

130
87.0

58
95
77
80
60
84
70
33
5

10.3
16.9
13.7
14.2
10.7
14.9
12.5
5.9
.9

Gender

Male
Female

Grade taught

Kindergarten
First Grade
Second Grade
Third Grade
Fourth Grade
Fifth Grade
Sixth Grade
Mixed (1-6)
Mixed (6-8)

Years taught

0-5
6-10
11-15
16-20
21-25
26-30
Over 30

112
96
137
87
69
45
16

24.4
15.4
12.3
8.0
3.0

Highest degree

Bachelor 's
Master ' s
Doctorate

437
120
5

77.8
21.4
.9

Years highest
degree held

0-5
6-10
11-15
16-20
21-25
26-30
Over 30

136
97
67
67
80
68
36

24.2
17.2
11.9
12.0
14.2
12.0
6.4

19.9
17.1

included : (a) a male exhibiting primarily hyperactive/impulsive behaviors (145 respondents), (b) a female
exhibiting primarily hyperactive/impulsive behaviors (134 respondents) , (c) a male exhibiting primarily
inattentive behaviors ( 142 respondents) , and (d) a female exhibiting primarily inattentive behaviors (141
respondents) . The descriptions were developed by applying the DSM-IV behavioral symptoms for ADHD,
predominately hyperactive-impulsive type, and ADHD, predominantly inattentive type, to a hypothetical
classroom situation. The questions on the instrument addressed two main areas: (a) how representative the
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child described was of someone with various disorders and (b) attributional assumptions (beliefs about the
source of a child's problem, the child's ability to control his or her problem , and the subject's ability to
help the child with his or her problem) of the child portrayed. Teachers were asked to choose a response
from a 5-point Likert scale including: strongly disagree, disagree , neutral , agree , and strongly agree . A
copy of the instrument is contained in Appendices B and C.

Procedures

Surveys were mailed to 1,000 regular elementary education teachers (currently teaching
kindergarten through sixth grade) residing in the state of Utah who were randoml y selected by strata for
grade level taught and urban and rural areas through the Utah State Office of Education. In addition to
the survey, all subjects received an introductory letter (see Appendix A) and a stamped , self-addressed
envelope in which to return the questionnaire . One month after the initial surveys were mailed , a second
mailing was conducted in order to solicit a response from teachers who had not returned the survey.
Surveys were coded prior to the initial mailing in order to ensure that only those teachers not returning the
initial survey received a second survey and that each teacher received the same survey he or she received
at the initial mailing . Four hundred sixty-six of the initial 1,000 surveys were returned and 96 surveys
from the second mailing were returned for a total response rate of 56%.
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CHAPTER Y
RESULTS

Data Analyses

Frequency counts and percentages of respondents' answers were calculated for each item of the
questionnaire in order to provide descriptive information about teachers' knowledge and responses to
ADHD symptomatology in general. Two-way analyses of variance , which have been shown to be
acceptably robust with noninterval data (Glass & Hopkins, 1996; Pedhazur & Schmelkin , 1991; Winer as
cited in Ringer et al., 1993), were used to examine the degree to which the independent variables of
behavior and gender of the child affected items measuring : (a) the extent to which regular education
teachers were able to recognize the description of a child as being representative of someone with ADHD
and other disorders , (b) teachers' beliefs about the causes of and appropriate treatments for ADHD, and (c)
teachers' beliefs about their abilities to help the child. Two-way analyses of variance were selected over a
multiple analysis of variance because there was no reason to expect significant differences in teachers'
ratings between grouped items based on the child's gender and behaviors. Bonferroni ! statistics were
used to reduce the risk of a Type I error by adjusting the overall significance level for the number of
comparisons used (Pedhazur & Schmelkin , 1991) and comparisons resulting at or below the .05 level of
probability were considered to be statistically significant. Means , standard deviations , and effect sizes
were calculated for each item . Effect sizes (ES) were calculated using the following formula , suggested by
Cohen (as cited in Pedhazur & Scmelkin , 1991):

ES=

Xi-

X2

si2(N1-l) + sz2(N2-1)
N1 + N2 - 2

Following Cohen's guidelines for magnitu de in effect sizes (as cited in Pedhazur & Schmelkin , 1991),
effect sizes above .2 are considered small, those above .5 are considered medium , and those above .8 are
considered large.
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Teachers' Identification of ADHD

To examine the degree to which the independent variables of behaviors (primarily hyperactive/
impulsive or primarily inattentive) and gender of the child affected the extent to which regular education
teachers were able to recognize a child as being representative of someone with ADHD, two-way analyses
of variance were computed for items asking the teachers to rate how representative they believed the child
described to be of someone who (a) is a slow learner , (b) is depressed , (c) has ADHD, and (d) has conduct
disorder. Frequencies , percentages , means, standard deviations , and effect sizes were also calculated for
each of these four items.
Frequency counts and percentages showed that overall , 60. 9% of respondents agreed or strongly
agreed that the child described was representative of a child with ADHD and 34. 7% of respondents agreed
or strongly agreed that the child described was representative of a child with conduct disorder. In
contrast , only 18.7% agreed or strongly agreed that the child was representative of a child who is
depressed and only 13.7% agreed or strongly agreed that the child was representative of a child who is a
slow learner (see Table 2). These results indicate that overall , teachers were more likely to agree or
strongly agree that the child's difficulties were representative of a child with ADHD or conduct disorder
than a child who is depressed or a slow learner. Two-way analyses of variance revealed that behaviors
(primarily hyperactive/ impulsive or primarily inattentive) , but not gender , significantly affected teachers'
ratings on all four items (see Tables 3-6). As hypothesized , a child described as exhibiting
hyperactive/impulsive behaviors was rated as being representative of a child with ADHD to a greater
extent than a child described as exhibiting inattentive behaviors (see Table 7). The magnitude of the
effect size for the difference in means on this item is considered small. A child described as exhibiting
hyperactive/impulsive behaviors was also rated as being representative of a child with conduct disorder to
a greater extent than a child described as exhibiting inattentive behaviors (see Table 7). The magnitude of
the effect size on this item was large. As hypothesized , a child described as exhibiting inattentive
behaviors was rated as being representative of a child who is depressed and a child who is a slow learner
to a greater ex1ent than a child described as exhibiting hyperactive/impulsive behaviors (see Table 7).
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Table 2
Overall Frequencies and Percentages of Respondents' Identification of Disorders

Descriptor

Response

Slow learner

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

80
259
147
73
4

14.2
46.0
261
13.0
0.7

Depressed

Strongly disagre e
Disagree
Neutral
Agree
Strongl y agree

42
156
261
94
JO

7.5
27.7
46 .4
16.7
1.8

ADHD

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

21
47
151
251
92

3.7
8.3
26.8
44.6
16.3

Conduct disorder

Strongl y disagree
Disagree
Neutral
Agree
Strongly agree

24
84
259
172
23

4.3
14.9
46 .0
30.6
4.1

Frequency

Percentage

Table 3
Results of Two-Way Analyses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Child as Being Representative of a Child Who Is a Slow Leamer

Source
Gender
Behaviors
Gender x behaviors
Within

SS
l.16
9.16
0.07
454 .15

MS

v

1

558

l.16
9.16
0.07

1.43
11.26
0 . 10

0.2328
0.0008
0.7565
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Table 4
Results of Two-Way Analyses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Child as Being Representative of a Child Who Is Depressed

Source
Gender
Behaviors
Gender x behaviors
Within

SS
2.27
27.35
1.00
97.67

v

MS

E

p

2.27
27.35
1.00

3.19
38.38
1.41

0.0745
0.0001
0.2348

558

Table 5
Results of Two-Way Analyses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Child as Being Representative of a Child Who Has ADIB)

Source
Gender
Behaviors
Gender x behaviors
Within

SS
0.99
25.03
0.60
511.76

v

MS

E

p

0.99
25.03
0.60

1.08
27.29
0.66

0.2990
0.0001
0.4167

558

Table 6
Results of Two-Way Analvses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Child Described as Being Representative of a Child Who Has Conduct Disorder

Source
Gender
Behaviors
Gender x behaviors
Within

SS
2.79
62.40
0.73
367.34

v

MS
2.79
62.40
0.73

558

E

Q

4.24
94.79
1.11

0.0398
0.0001
0.2924
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Table 7
Means and Standard Deviations of Items Examining Respondents' Identification of Disorders Based On
Behaviors of Child Described

Descriptor

Hyperactive/impulsive
mean (SD)

Slow learner
Depressed
ADHD
Conduct disorder

2.26
2.55
3.83
3.49

(0.87)
(0.81)
(0.85)
(0.78)

Inattentive
mean (SD)
2.52
2.99
3.40
2.82

(0.93)
(0.87)
(l.04)
(0.84)

E-value

Effect size

11.26*
38.38*
27.29*
94.79*

-0.28
-0.52
.45
.82

* 12< .05
The magnitude of the effect sizes on these items were medium and small , respectivel y, indicating that
teachers in the sample were significantl y more likely to endorse a child described as exhibiting inattentive
behaviors as being representative of a child who is depressed than of a child who is a slow learner.

Etiology and Treatment

To examine the degree to which the independent variables of behaviors (primarily hyperactive/
impulsive or primarily inattentive) and gender of the child affected regular education teachers' beliefs
about the causes of and appropriate treatments for the child's problems , two-way analyses of variance were
computed for questions asking the teachers to rate to what extent they believed the problems of the child
described were due to (a) a biological cause, (b) poor parenting , (c) poor school instruction , and (d) lack of
effort on the child's part . Teachers were also asked to rate the extent to which they believed the child
described could benefit from (a) medication , (b) parent training , and (c) changes in the classroom
environment. Frequencies , percentages , means , standard deviations , and effect sizes were also calculated
for each of these questions .
Frequency counts and percentages showed that overall , 55.8% of teachers selected the rating of
neutral when asked if the problems of the child described were due to a biological cause and 53 .1% of
respondents selected the rating of neutral when asked if the problems of the child described were due to
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poor parenting , suggesting tl1at tl1e majority of respondents were not sure or did not have strong feelings
one way or tlle otl1er. On the oilier hand , 56.7% of teachers disagreed or disagreed strongly when asked
whetller tlle described child's problems were due to poor school instruction , which would be expected
considering tllat tlle survey was completed by elementary school teachers. Finally , when asked whetller
the described child's difficulties were due to a lack of effort on the child's part , 38. 7% disagreed or
strongly disagreed , 37.3% were neutral , and 34% agreed or strongly agreed . Regarding treatment , 56.5%
of teachers responded witll a rating of neutral when asked whetller medication would be helpful for tlle
child described suggesting tllat teachers may have mixed feelings about medication or may believe tllat
they are not in a position to make a judgment regarding any type of medical treatment. Eighty-six and
one-half percent of teachers agreed or strongly agreed tllat parent training would be helpful to tlle child
described and 69 .5% oftlle teachers agreed or strongly agreed that changes in tlle classroom would be
helpful for the child described . These results suggest tllat teachers are aware tllat children exhibiting
ADHD symptomatology can be significantly affected by tlleir environments and tllat teachers and parents
have tlle ability to initiate tllese changes (see Table 8 for all frequencies) .
Two-way analyses of variance revealed tllat on some of tlle etiology items , behaviors (primarily
hyperactive/impulsive or primarily inattentive) significantly affected teachers' ratings (see Tables 9-12) .
On tlle remaining etiology items , neitller gender nor behaviors significantly affected teachers' ratings . On
all treatment items , tllere were no significant differences in teacher responses based on tlle gender and
behaviors oftlle child described (see Tables 13-15). The hypotllesis tllat regular education teachers would
select a biological cause as tlle etiological source of tlle child's difficulties to a greater extent for a child
described as exhibiting primarily hyperactive/impulsive behaviors tllan for a child described as exhibiting
primarily inattentive behaviors was not confirmed (see Table 16). Although , as hypotllesized, the
behaviors of tlle child did affect the extent to which teachers endorsed some specified etiological sources .
Teachers selected poor parenting as the etiological cause of the child's difficulties to a greater extent for a
child described as exhibiting primarily hyperactive or hyperactive behaviors and selected lack of effort as
tlle etiological cause of the child's difficulties to a greater extent for a child described as exhibiting
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Table 8
Overall Frequencies and Percentages of Respondents' Attributed Etiology and Treatment of Child
Described

Etiology

Response

Biological cause

Frequency

Percent

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

15
47
314
163
24

2.7
8.3
55.8
29 .0
4.3

Poor parenting

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

53
135
299
71
5

9.4
24 .0
53.1
12.6
.9

Poor school instruction

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

95
224
196
44
4

16.9
39.8
34.8
7.8
.7

Lack of effort

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

39
179
210
122
13

6 .9
31.8
37.3
21.7
2.3

Medication

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

13
27
318
173
32

2.3
4.8
56.5
30.7
5.7

Parent training

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

6
3
67
283
204

1.1
0.5
11.9
50.3
36.2

Changes in classroom

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

5
27
140
310
81

.9
4.8
24.9
55. 1
14.4

37
Table 9
Results of Two-Wav Analvses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Biological Cause as the Etiology for the Difficulties of the Child Described

Source
Gender
Behaviors
Gender x behaviors
Within

SS
.74
2.65
.01
330.58

v

MS

E

12

.74
2.65
.01

l.25
4.48
.03

.2635
.0347
.8668

558

Table 10
Results of Two-Way Analyses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Poor Parenting as the Etiology for the Difficulties of the Child Described

Source
Gender
Behaviors
Gender x behaviors
Within

SS
.00
6.53
0.23
392.44

v

MS

E

12

.00
6.53
0.23

.01
9.46
0.34

.9359
.0022
.5500

558

Table 11
Results ofTwo-Wav Analyses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Poor School Instruction as the Etiology for the Difficulties of the Child Described

Source
Gender
Behaviors
Gender x behaviors
Within

SS
.21
3.26
.55
426.70

v
1

558

MS

r:

.21
3.26
.55

.29
4.27
.72

12
.5928
.0393
.3962
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Table 12
Results of Two-Wav Analvses of Variance for the Effects of Gender and Behaviors on Teachers ' Ratings
of Lack of Effort as the Etiology for the Difficulties of the Child Described

Source
Gender
Behavior s
Gender x behaviors
Within

SS
.00
5.14
.00
482 .71

v

MS

!:

Q

.00
5.14
.00

00
5.95
.00

.9894
.0151
.9900

558

Table 13
Results of Two-Wav Anal~s

of Variance for the Effects of Gender and Behaviors on Teachers' Ratings

of Medication as a Beneficial Treatment for the Difficulties of the Child Described

Source
Gender
Behaviors
Gender x behaviors
Within

SS
.03
1.23
.08
316.74

v

MS

!:

Q

.00
1.23
.08

.06
2.18
.15

.8001
.1404
.70

558

Table 14
Results of Two-Way Analyses of Variance for the Effects of Gender and Behaviors on Teachers' Ratings
of Parent Training as a Beneficial Treatment for the Difficulties of the Child Described

Source
Gender
Behaviors
Gender x behaviors
Within

SS

v

.00
1.02
.10

313 .16

558

MS

!:

Q

.00
1.02
.10

.01
1.82
.18

.9140
.1773
.6700
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Table 15
Results of Two-Way Analvses of Variance For the Effects of Gender and Behaviors on Teachers' Ratings
of Classroom Changes as a Beneficial Treatment for the Difficulties of the Child Described

Source
Gender
Behaviors
Gender x behaviors
Within

SS

v

.69
.11
.27
343 .21

MS

E

Q

.69
. 11
.27

1.13
0.18
0.45

.2883
.6676
.5044

558

Table 16
Means and Standard Deviations of Items Examining Respondents ' Attributed Etiology and Treatment
Based On Behaviors of Child Described

Descriptor

Hyperactive/impulsive
mean (SD)

Inattentive
mean (SD)

E-value

Effect size

Etiology
Biologic al cause
Poor parenting
Poor schooling
Lack of effort

3.30
2.82
2.43
2.70

(. 73)
(. 79)
(.87)
(.89)

3.16
2.60
2.27
2.90

(.79)
(.86)
(86)
(.95)

4.48
9.46*
4.27
5.95*

0.18
0.26
0. 18
-0.21

3.37
4.24
3.75

(.71)
(.71)
(.79)

3.28
4.15
3.78

(.78)
(.77)
(.77)

2.18
1.82
0.18

0.12
0. 12
-0.03

Treatment
Medication
Parent training
Changes in class
*Q..< .05

primarily inattentive behaviors ; however, the magnitude of the effect sizes were small (see Table 16).

Teachers' Beliefs About Their Ability to Help

To examine the degree to which the independent variables of behaviors (primarily hyperactive/
impulsive or primarily inattentive) and gender of the child affected regular education teachers' beliefs
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about their perceived abilities to help the child described if he/she were in their classroom , two-way
analyses of variance were computed on questions asking teachers to rate the extent to which they believed
themselves capable of helping the child described become a better student and change the way that he or
she acts if the child were in the teachers' classroom. Frequencies , percentages, means , standard
deviations , and effect sizes were also calculated for each of the questions.
Frequencies and percentages indicated that 51. 2% of teachers agreed or strongly agreed that they
could help the described child become a better student if he or she were in their classroom and only 4.8%
disagreed or disagreed strongly about being able to help the described child become a better student;
however, 44.0% responded neutrally to this item . Regarding being able to help the child described change
his or her actions if the child were in the teachers ' classroom , 47.2% agreed or strongly agreed that they
could help the child change his or her actions and 47.2% responded neutrally. Only 5.6% disagreed or
disagreed strongly to this item . This suggests that overall teachers feel neutral to fairly confident about
their ability to deal with difficult students (see Table 17).
Two-way analyses of variance revealed that behaviors (primarily hyperactive/impulsive or
primarily inattentive), but not gender , significantly affected teachers' ratings of their abilities to help the
child described change his or her behaviors but that neither behaviors (primarily hyperactive/impulsive or
primarily inattentive) nor gender significantly affected teachers' ratings of their abilities to help the child
described become a better student (see Tables 18-19). The hypothesis that regular education teachers
would agree that they could help a child exhibiting primaril y inattentive behaviors to become a better
student and to change his or her actions in the classroom to a greater extent than a child exhibiting
primarily inattentive behaviors was not confirmed. In fact, teachers were more likely to report they could
help a child exhibiting hyperactive/impulsive behaviors change his/her behaviors (see Table 20). This
may be due to teachers' attributional assumptions that hyperactive/impulsive behaviors are more unstable
than inattentive behaviors .
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Table 17
Overall Frequencies and Percentages of Respondents ' Perceived Abilities to Help
Frequency

Etiology

Response

Help become better
student

Strongly disagree
Disagree
Neutral
Agree
Strongly agree

2
25
248
238
50

0.4
4.4
44.0
42 .3
8.9

Help change actions

Strongly disagree
Disagree
Neutral
Agree
Strongly agre e

2
29
266
23 1
35

0.4
5.2
47.2
41.0
6.2

Percent

Table 18
Results of Two-Way Analvses of Variance for the Effects of Gender and Behaviors on Items Examining
Respondents' Perceived Abilities to Help the Child Described Become a Better Student

Source
Gender
Behaviors
Gender x behaviors
Within

SS
1.17
2.39
0.00
297.46

p

MS

v

1

1.17
2.39
0.00

2.21
4.50
0.00

0.1374
0.0344
0. 9583

558

Table 19
Results of Two-Way Analyses of Variance for the Effects of Gender and Behaviors on Items Examining
Respondents' Perceived Abilities to Help the Child Described Change Behaviors

Source
Gender
Behaviors
Gender x behaviors
Within

SS
0.42
3.07
0.00
276.64

p

MS

v

1

558

0.42
3.07
0.00

0.87
6.21
0.00

0.3524
0.0130
0.9783
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Table 20
Means and Standard Deviations of Items Examining Respondents' Perceived Abilities to Help Based on
the Behaviors of the Child Described

Descriptor

Hyperactive/impulsive
mean (SD)

Inattentive
mean@)

E-value

Effect size

Help become better
student

3.61

(.75)

3.4

(.70)

4.50

.28

Help change actions

3.55

(.70)

3.40

(.70)

6.21 *

.21

* .P< .05
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CHAPTER VI
DISCUSSION

This study was designed to investigate the extent to which gender and behaviors of a child affect
regular education teachers' perceptions of a child's difficulties , the etiology and treatment of the child's
symptoms, and the extent to which teachers believe they could help the child . In general , findings suggest
that the behaviors of the child , but not the child's gender , affected teachers' ratings. It is unclear why
gender , which has been shown in the literature reviewed to be a significant variable in teachers'
interactions with students , did not appear to be a significant factor in this study. Perhaps the behaviors
described in the questionnaire were more salient than the child's gender. Also, the behaviors (inattentiv e
versus hyperactive /impulsive) were not consistentl y significant. Unfortunatel y, it is possible that teachers
may not have perceived behaviors as being specific inattentive and hyperactive/impulsive behaviors and
may instead have tended to respond to the description as a general "problem child ."

Teacher s' Identification of ADHI)

As hypothesized , teachers were more likely to rate a child described as exhibiting hyperactive/
impulsive behaviors as being representative of a child with ADHI) than a child described as exhibiting
inattentive behaviors . No significant differences were found in teachers' ratings based on the gender of
the child . It is unclear why gender was not a significant factor in teachers' ratings ; again , perhaps
behaviors were simply more salient than the gender of the child in the descriptions. It is possible that
gender would have a significant impact if teachers were rating an actual child . Teachers' ratings of the
child described also produced no significant interactions between the child's gender and his or her
behaviors (hyperactive/ impulsive versus inattentive). These results suggest that regardless of the gender
of the child , teachers are less aware that inattentive symptoms are indicative of ADHI) than they are that
hyperactive/impulsive behaviors suggest ADHI) . Logically, teachers who do not recognize inattentive
symptomatology as being representative of ADHI) will not refer children exhibiting inattentive behaviors
for assessment of ADHI) . Although it is not critical that elementary education teachers be able to
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precisely recognize certain behaviors as being symptomatic of ADHD, it is important that teachers
recognize that children presenting with inattentive behaviors should be referred for assessment.
Although it is possible that teachers may refer a child exhibiting inattentive symptoms for
comorbid or misattributed difficulties (i.e., a learning disorder or depression) , research suggests that
teachers are reluctant to implement classroom interventions unless they perceive the child to have a
serious disruptive problem (Cornett-Ruiz & Hendricks , 1993). Because teachers are often required to be
significantly involved in the assessment process (i.e., completing substantial amounts of paperwork ,
documenting pre-referral interventions , completing rating scales, and implementing suggested
interventions) , this reluctance may extend to referral for assessment as well. Moreover, teachers may not
refer children exhibiting inattentive symptoms whom they perceive to be slow learners, believing that the
inattentive symptoms and resulting poor schoolwork is not something that can be changed . ln referring
children exhibiting inattentive symptoms whom teachers perceive to have a learning disorder , teachers
may fail to report the inattentive behaviors . The school psychologist conducting the assessment may in
turn fail to observe these behaviors in a standard classroom observation and during a testing situation that
is novel for the child . It is critical that school psychologists routinely use behavior rating scales that are
sensitive to inattentive behaviors and that are completed by teachers and parents and that they follow up
carefully with assessment instruments specific to ADHD when inattentive or hyperactive/impulsive
behaviors are reported.
Teachers also rated a child described as exhibiting hyperactive/impulsive behaviors as being
representative of a child with conduct disorder to a greater ex1ent than a child described as exhibiting
inattentive behaviors. This suggests that teachers may associate externalizing behaviors with conduct
disorder as well as with ADHD . Conduct disorder is frequently comorbid with ADHD and some
researchers suggest that ADHD (particularly hyperactive/impulsive symptomatology) , oppositional defiant
disorder, and conduct disorder may essentially be the same disorder at different points on a continuum
(Nottelman & Jensen , 1995). Because teachers may tend to refer to a disorder (such as ADHD) when
making a referral without actually knowing enough about the behaviors comprising the disorder , because
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disorders are often comorbid or difficult to differentially diagnose , and because the purpose for referring a
child within the school system is not primarily diagnosis but to provide intervention for behaviors and
other difficulties interfering with the child's ability to learn , it is important that school psychologists and
others who receive referrals for assessment and intervention focus specifically on the behaviors the child is
exhibiting . This can be accomplished by utilizing a combination of parent and teacher reports and
ratings on behavior rating scales and through direct observation . Not only are school psychologists in a
natural position to appropriately assess ADHD and to educate the teachers they work with about
inattentive symptomatology being as representative of ADHD as hyperactive/impulsive behaviors , but
school psychologists can also offer assistance by consistently offering themselves as a nonthreatening
resource and by encouraging teachers to refer students exhibiting inatt.entive symptoms .

Etiology and Treatment

Teachers' ratings produced inconsistent differences in beliefs about etiology across behaviors , no
significant difference s across gender , and no interaction between behaviors and gender . Contrary to the
hypothesis that regular education teachers would select a biological cause as the etiological source of the
child's difficulties to a greater extent for a child described as exhibiting primaril y hyperactive/impulsive
behaviors than for a child described as exhibiting primarily inattentive behaviors, the two-way analysis of
variance revealed no significant differences on this item. The means for the responses on the item
suggesting biological cause as the etiology were substantially higher than those of any other proposed
etiology across behaviors . This response pattern may be reflective of the general tendency within current
society to attribute difficulties to a biological cause. For example , difficulties as diverse as depression,
alcohol and drug abuse, learning disabilities, low intelligence , and criminal acts are frequently attributed
to a genetic or biological cause . Within the framework of this zeitgeist, it seems natural that teachers
would tend to attribute any described behaviors that they perceive to be abnormal to a biological cause.
However, although teachers rated a biological cause as being a more likely cause of the behaviors than
those of any other proposed etiology, most teachers marked this item neutral , which may suggest that
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teachers may have mixed feelings about medication or may believe that they are not in a position to make
a judgment regarding any type of medical treatment.
The mean of the responses on the question suggesting poor schooling as the etiology was
substantially lower than that of any other category across behaviors , indicating that for all children , poor
schooling is not likely to be seen as the cause of behavior problems , at least by teachers . In fact, less than
10% of the teachers agreed that this was a factor . This response pattern is most likely due to the fact that
the sample was comprised exclusively of elementary teachers. It would be expected that teachers would be
reluctant to place blame on their own profession for the types of difficulties described . Teachers selected
poor parenting as the etiological cause of the child's difficulties to a greater extent for a child described as
exhibiting primaril y hyperactive/impulsive behaviors and selected lack of effort as the etiological cause of
the child's difficulties to a greater extent for a child described as exhibiting primarily inattentive
behaviors . These results suggest that teachers may believe that the parents of children exhibiting
hyperactive/impulsive behaviors may not effectively discipline their children , resulting in externalizing
behaviors in the classroom . On the other hand , teachers may believe that children exhibiting primarily
inattentive behaviors have difficulties (i.e., appearing not to listen , trouble focusing attention , being
forgetful, being unable to start work in a timely manner) that the children should be able to control
themselves. In other words, teachers may perceive hyperactive/impulsive behaviors (which tend to be
external) as being the result of the failure of someone to externally manage children , whereas they may
believe that inattentive behaviors (which tend to be internal) are the result of children failing to learn to
internally manage themselves . However, it is important to note that overall the majority of teachers rated
poor parenting as neutral, suggesting that they may not feel they had enough information about the child
to make a judgment.

It would be interesting to assess parents' perceptions of the etiology of ADHD

symptomatology; ratings by parents may be substantially different.
In general , surveys and studies conducted to assess teachers' knowledge about ADHD have found
that teachers lack accurate knowledge about the etiology, symptoms, and effective treatments for ADHD
(Bauermeister et al. , 1995: Kasten et al., 1992; Malyn , 1993; Power et al., 1995; Reid et al., 1994).
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Although teachers are not expected to know the exact etiological cause for childhood disorders , having
some basic and accurate knowledge regarding ADHD may be helpful to teachers . With the prevalence
rate of ADHD falling between 3 to 5% of school-aged children (APA, 1994), teachers can expect to work
with children who have ADHD, diagnosed or undiagnosed , virtually every year. Although teachers are
likely to respond differently to behaviors exhibited by actual children than described children , the results
of this study suggest that teachers may be misattributing the causes of the difficulties of children
exhibiting ADHD symptomatology. Misattribution of etiology may lead to a delay in or the absence of a
referral for assessment and/or intervention, misunderstanding and inappropriate expectations of the
student , and inappropriate teacher-devised interventions in an attempt to correct the child's difficulties .
Feelings developed as a result of misattribution of the child's difficulties may extend to the family of the
child as well , causing significant strain in developing and maintaining a working relationship with the
child's parents.

School psychologists can take an active role in preventing misattribution of the etiology

for ADHD behaviors through educating teachers about the etiological basis of ADHD by providing inservices and tluough sharing information with the teacher of a child who is diagnosed with ADHD or who
is assigned a child with ADHD for a new school year. This increased knowledge would allow specific
plans to be implemented to meet the needs of children with ADHD, would create increased continuity of
care for children with ADHD from year to year, and would allow teachers to gradually develop selfefficacy in working with children exhibiting ADHD symptomatology .
In addressing treatment issues through this questionnaire , teachers' ratings also showed no
differences in beliefs about effective treatment for described ADHD symptomatology across behaviors and
gender and no interaction between behaviors and gender with the mean responses falling into the agree to
strongly agree range. It could be hoped that teachers' responses reflect an endorsement of all interventions
listed as being appropriate for the symptomatology described rather than blanket endorsement due to a
lack of knowledge among teachers about appropriate interventions for ADHD symptomatology.
Regarding medication, however, 56% ofrespondents gave a rating of neutral and only about 35% agreed
that medication would be beneficial, suggesting ambiguity about the use of medication for children
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exhibiting ADHD symptoms. It is interesting to note that parent training was the most frequently
endorsed treatment by teachers , indicating that teachers may believe that successful intervention for
ADHD symptomatology is primarily the responsibility of the parents : however, teachers also frequently
endorsed changes in the classroom environment as being appropriate treatment for ADHD behaviors .
These findings suggest that teachers recognize that they are responsible for helping children exhibiting
hyperactive/impulsive and inattentive behaviors . School psychologists can emphasize collaboration by
helping parents and teachers understand that ADHD behaviors exhibited in the school environment are
most successfully treated through intervening in the school environment with conjunctive parental
support. Moreover , school psychologists can support both the parents and the teacher of a child with
ADHD by beginning interventions with education about the etiology and appropriate treatments for
ADHD in an effort to help both parties work cooperatively and refrain from blaming each other for the
child's difficulties.

Teachers' Beliefs About Their Ability to Help

Results revealed that behaviors but not gender significantl y affected teachers' ratings of their
abilities to help the child described change his or her behaviors . In addition , there was no significant
interaction between behavior and gender. The hypothesis that regular education teachers would agree that
they could help a child exhibiting primarily inattentive behaviors to become a better student and to change
his or her actions in the classroom to a greater extent than a child described as exhibiting primaril y
inattentive behaviors was not confirmed . In fact, results suggest that teachers may feel better equipped to
intervene with overt hyperactive/impulsive behaviors than inattentive behaviors . Teachers may also
believe that behaviors which tend to appear external in nature (i.e., hyperactive/impulsive behaviors) can
be changed more easily than behaviors that tend to appear internal in nature (i.e., inattentive behaviors) .
Results revealed that neither behaviors nor gender significantly affected teachers' ratings of their abiiities
to help the child to become a better student with no significant interaction between behavior and gender .
It is interesting to note that many teachers provided comments such as "I have three Andrews this year"
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and that even teachers who agreed that they could help the child described, wrote in responses such as "if
he was the only child with this severe problem" and "to a degree depending on other factors." Overall , the
mean ratings on the item addressing teachers' perceived abilities to help the child described become a
better student were high regardless of the described child and frequencies indicate that very few
(approximately 5%) teachers felt as though they could not help the described child . The results indicate
that the teachers sampled had high efficacy in their perceived ability to help the child described become a
better student; however , written comments indicated that teachers recognized that their desire to help may
not be enough to effectively meet the needs of such high demand children in a classroom setting .

Limitations of Current Study

Because all of the respondents were regular elementary education teachers currently teaching in the
state of Utah , the respondents may not be representative of elementary teachers at large. Statistics
produced by the Utah State Office of Education for the Measures of Child Well-Being in Utah (Utah
Children , 1998) indicate that in 1996 the student population in Utah was 90% White (not of Hispanic
origin), 5.3% Hispanic , 1.4% Native American, 1.5% Asian , 1% Pacific Islander , and 1% Black. This is
not representative of the U.S. population as a whole in which less than 70% of the population is White
(Wechsler, 1991). The national average for per pupil expenditures during the 1995-1996 school year was
$5,738; expenditures for students in Utah during the 1995-1996 school year averaged $3,334 per pupil ,
the lowest in the nation . The national average pupil-to-teacher ratio during the 1995-1996 school year
was 17.4. Utal1's average was 23.1, the largest in the nation (Utah Children , 1998). These statistics
suggest that the population from which the sample was drawn was not representative of the nation's
teachers at large . In addition , despite the fact that nonresponders received a follow-up questionnaire , a
substantial number of subjects did not return a questionnaire. It is possible that there may be significant
differences between those who returned a questionnaire and those who did not.
Another limitation may be the use of a survey. In responding to questionnaires that make use of a
Likert scale , such as the questionnaire used in this study , there is a natural tendency toward selecting

50

neutral answers (Pedhazur & Schmelkin , 1991). A large portion of the respondents selected the "neutral"
category when responding to individual items and some respondents selected the "neutral" category for
every item of the questionnaire.

In addition , teachers' written comments indicated that they did not

believe that they had enough information about the child described to make judgments. Teachers also
expressed frustration at being presented with multiple options for identification , etiology, and treatment ,
many of which could be considered correct both for ADHD and for other difficulties similar to the ones
described. For example , one respondent who received the description of a female child exhibiting
predominatel y inattentive symptoms wrote, "Andrea's symptoms could be caused by many things or a
multiple of problems listed above. It could also be a single factor . Not enough info[rmation] to make
these decisions." Another respondent , who received the description of a male child exhibiting
predominatel y hyperactive/ impulsive symptoms wrote, "Many factors could be causing Andrew's
problem . I would have to look at the entire picture of the child ."
Finall y, teachers were asked to give their opinions about a child's difficulties based on a fictional
description of a child . Obviously, teachers may not be giving their true opinions on the questionnaire
(although the use of coding should have provided encouragement for honest responses and the questions
were not overly personal in nature) ; teachers may also respond differently in important ways when dealing
with actual children exhibiting behaviors in their classrooms (Gall , Borg, & Gall, 1996). In a substantial
review of studies on attitude and behavior , Myers (1993) found that people's expressed attitudes (verbal or
written) did not significantly predict their actions . This finding is not likely to be related to the majority
of the questionnaire , which asked teachers to respond to items assessing their ability to identify ADHD
symptomatology and their opinions of etiology and treatment. However, it has a significant impact on
whether or not teachers are actually carrying out treatments they claimed to be beneficial on the
questionnaire. Moreover , following the line of reasoning that attitudes frequently do not predict behavior ,
it is questionable whether teachers are actually demonstrating as much self-efficacy in helping the
children in their classrooms with ADHD become better students and to change the way they act as they
believed they could do with the children presented in the vignettes.
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Further Research

There is a continued need for research addressing the impact of behaviors (inattentive and
hyperactive/impulsive) and gender of children with ADHD on the school environment. This study is the
first of its type known to explore teachers' attributional assumptions about children with ADHD based on
the gender of the child and the behaviors that he or she exhibits. School psychologists and teachers alike
would benefit from more research (both quantitative and qualitative) examining direct observations of
interactions between teachers and children with ADHD . Such research would provide information about
the ways in which teachers purposefully or inadvertently increase or decrease ADHD symptomatology in
the classroom through methods of teaching as well as through direct and indirect interactions with
students who have ADHD . This type of investigation would also help school psychologists and other
practitioners gather further information about practical and effective interventions in the classroom.
Questionnaires , or perhaps interviews , soliciting more specific information from teachers about their
perceptions of children exhibiting ADHD symptomatology , both hyperactive/impulsive and inattentive ,
may also be helpful. In general , applied studies incorporating information about how teachers'
attributional assumptions about children with ADHD and the interactions between teachers and students
with ADHD affect the referral , assessment, and intervention process would be particularly useful in
continuing research in this area .
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Utah State University
Department of Psychology
Logan , Utah 84322-2810
Telephone : (801) 797-1460
Fax: (801) 797-1448

Dear Teacher:
As you know , children with behavior problems can be extremely difficult to work with and often
significantly affect the overall classroom environment. You, as a teacher , are an important professional in
working with children who have behavior problems. We are writing to request your participation in a
research study we are conducting to examine teachers' perceptions of children who have difficulties in
school. We are interested in determining teachers ' perceptions of what causes certain difficulties and how
these might best be treated . Your response to this survey is crucial in helping other professionals who
work with children gain a better understanding of how teachers view these difficulties. Ken Reavis, of
the Utah State Office of Education, supports this study and encourages you to respond.
Please complete the attached questionnaire and return it in the provided envelope. This questionnaire
involves reading a short description of a fictional child and answering questions based on this description.
The average time to complete this survey is approximately 10 minutes. Although we urge you to
participate in this important study, participation is entirely voluntary. If you choose not to participate ,
there will be no negative consequences. Participation or non-participation will in no way influence your
job.
All results obtained from this survey will be confidential. You should not put your name or any other
identifying information on the survey. Because results from this survey are critical for professionals
working with children who have behavior problems, if you fail to return your survey within one month of
receiving it, another survey will be mailed to you to encourage you to respond. By returning your survey
promptly in tl1e provided envelope, you can be assured that you are making a significant contribution to
the knowledge of other professionals as they join with you in working with children with behavior
problems. You will also have your name removed from the mailing list and will not be contacted again.
If you would like a copy of the results of this study, please enclose a separate note with your name and
address. Results will be available once the study is complete which should be in approximately six
months.
If you have any questions regarding this study, please contact one ofus at the above address or at the
phone numbers listed below.

Thank you again for your participation in this important research study.
Sincerely,

Lisa Rollins
Masters Student
(801) 797-1460

Gretchen A. Gimpel, Ph.D.
Assistant Professor
(801) 797-0721
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TEACHER QUESTIONNAIRE

PART I: Please answer the following questions about yourself by circling the appropriate answer(s)
or filling in the blank. Then proceed to PART II on the reverse side of this page.

1) Gender:
Male

Female

2) Grade(s) you currently teach :

K

2

3

4

5

6

3) Number of yea rs you have taught in a school classroom:

4) Your highest educational degree:
Bachelor 's

Master's

Doctorate

5) Number of years you have held your highest educational degree :

- OVER PLEASE -
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A
PART II: Please read the description of Andrew and answer the questions below based on this
description. For each question, mark the one answer which best expresses your opinion. Please answer
every question. There are no right or wrong answers; we are interested in your opinion.
DESCRIPTION OF ANDREW
Andrew is an 8-year-old male in the third grade. Andrew usually receives average to below average grades
in all subjects. Andrew recently received below average scores in all areas of the standardized achievement
test given to tltird grade students . In addition to his academic problems , Andrew also has some other
difficulties in the classroom . Andrew often acts as if he is driven by a motor. Andrew has a difficult time
playing quietly. Andrew often butts in line or does not wait ltis tum , frequently disrupts other children 's
conversations and games, and sometimes runs around the classroom and climbs on the desks. During
seatwork, Andrew frequently blurts out answers, fidgets and squirms in his seat much of the time, and often
leaves his seat without perntission.
Strongly
Strongly
o·1sagree D'1sagree Neu t ra l
A,gree A,gree
II

l) Andrew represents a child who is a
slow learner
2) Andrew represents a child who is
depressed
3) Andrew represents a child with
Attention Deficit Hyperactivity Disorder

4) Andrew represents a child with
Conduct Disorder
5) Andrew's problems are due to

a biological cause
6) Andrew's problems are due to

poor parenting
7) Andrew 's problems are due to

poor school instruction
8) Andrew 's problems are due to
a lack of effort on his part
9) Andrew would benefit from

medication
10) Andrew would benefit from his parents
receiving training on how to help him
11) Andrew would benefit from changes in
his classroom environment
12) I could help Andrew become a better
student if he were in my classroom
13) I could help Andrew change the way
that he acts if he were in my classroom

11
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B
PART II: Please read the description of Andrea and answer the questions below based on this
description. For each question, mark the one answer which best expresses your opinion. Please answer
every question . There are no right or wrong answers; we are interested in your opinion.
DESCRJPTION OF ANDREA
Andrea is an 8-year-old female in the third grade. Andrea usually receives average to below average grades
in all subjects . Andrea recently received below average scores in all areas of the standardized achievement
test given to third grade students. In addition to her academic problems , Andrea also has some other
difficulties in the classroom . Andrea often acts as if she is "driven by a motor." Andrea has a difficult time
playing quietl y. Andrea often butts in line or does not wait her tum, frequently disrupts other children's
conversations and games, and sometimes runs around the classroom and climbs on the desks. Durin g
seatwork, Andrea frequently blurts out answers , fidgets and squirms in her seat much of the time , and often
leaves her seat without permission.
Strongly
Strongly
Disagree Disagree
Neutral
Agree
A!!ree
1) Andrea represents a child who is a

slow learner
2) Andrea represents a child who is
depressed
3) Andrea represents a child with

Attention Deficit Hyperactivity Disorder

4) Andrea represents a child with
Conduct Disorder
5) Andrea 's problems are due to

a biological cause
6) Andrea 's problems are due to

poor parenting
7) Andrea 's problems are due to

poor school instruction
8) Andrea 's problems are due to
a lack of effort on her part
9) Andrea would benefit from
medication

10) Andrea would benefit from her parents
receiving training on how to help her
11) Andrea would benefit fromchanges in
her classroom environment
12) I could help Andrea become a better
student if she were in my classroom
13) I could help Andrea change the way that
she acts if she were in my classroom
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c
PART II: Please read the description of Andrew and answer the questions below based on this
description. For each question, mark the one answer which best expresses your opinion. Please answer
every question. There are no right or wrong answers; we are interested in your opinion.
DESCRIPTION OF ANDREW

Andrew is an 8-year-old male in the third grade . Andrew usually receives average to below average grades
in all subjects. Andrew recently received below average scores in all areas of the standardized achievement
test given to third grade students . In addition to his academic problems , Andrew also has some other
difficulties in the classroom . Andrew often acts as if he is in his own world. Andrew does not seem to listen
much of the time , even when the teacher talks to him directly. Andrew has a difficult time focusing his
attention when playing with other children or doing schoolwork. Andrew is often forgetful and takes a long
time to get organized and started on assignments much of the time . During seatwork , Andrew frequently
loses his pencils and papers , does not follow through on instructions , makes careless mistakes , does not finish
his work much of the time, and is easily distracted.
Strongly
Strongly
1sagree D"
1sagree Neutra
A,gree A,gree
1) Andrew represents a child who is a

slow learner
2) Andrew represents a child who is

depressed
3) Andrew represents a child with

Attention Deficit Hyperactivity Disorder

4) Andrew represents a child with
Conduct Disorder
5) Andrew 's problems are due to

a biological cause

6) Andrew ' s problems are due to
poor parenting
7) Andrew 's problems are due to

poor school instruction
8) Andrew ' s problems are due to
a lack of effort on his part
9) Andrew would benefit from

medication
10) Andrew would benefit from his parents
receiving training on how to help him
11) Andrew would benefit from changes in

his classroom envirorunent
12) I could help Andrew become a better

student if he were in my classroom
13) I could help Andrew change the way
that he acts if he were in my classroom

73

D
PART II: Please read the description of Andrea and answer the questions below based on this
description. For each question, mark the one answer which best expresses your opinion. Please answer
every question. There are no right or wrong answers; we are interested in your opinion.
DESCRIPTION OF ANDREA

Andrea is an 8-year-old female in the third grade . Andrea usually receives average to below average grades
in all subjects. Andrea recently received below average scores in all areas of the standardized achievement
test given to third grade students. In addition to her academic problems , Andrea also has some other
difficulties in the classroom . Andrea often acts as if she is in her own world . Andrea does not seem to listen
much of the time even when the teacher talks to her directly . Andrea has a difficult time focusing her
attention when playing with other children or doing schoolwork. Andrea is often forgetful and takes a long
time to get organi zed and started on assignments much of the time . During seatwork, Andrea often loses her
pencils and papers , does not follow through on instructions, makes careless mistakes , does not finish her work
much of the time, and is easily distracted .

Strongly
o·1sagree Disagree
1) Andrea represents a child who is a
slow learner
2) Andrea represents a child who is
depressed
3) Andrea represents a child with

Attention Deficit Hyperactivity Disorder
4) Andrea represents a child with

Conduct Disorder
5) Andrea 's problems are due to

a biological cause

6) Andrea 's problems are due to
poor parenting
7) Andrea ' s problems are due to

poor school instruction
8) Andrea's problems are due to
a lack of effort on her part
9) Andrea would benefit from

medication
IO) Andrea would benefit from her parents
receiving training on how to help her
11) Andrea would benefit fromchanges in
her classroom environment
12) I could help Andrea become a better
student if she were in my classroom
13) I could help Andrea change the way that
she acts if she were in my classroom

Neutra

A,gree

Strongly
A.2ree

